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ABSTRACT

This paper highlights the process of implementing and adapting an
evidence-based cognitive–behavioural therapy (CBT) depression
group intervention model for adolescents (ages 11–18) in two middle
schools and one alternative high school in the USA. The paper
describes the process of moving an evidence-based intervention from
a clinic-based setting to a school-based setting by engaging in the
following steps: (1) reviewing the literature and selecting the
evidence-based intervention with the greatest chance of success in
the school environment; (2) adapting the evidence-based intervention
to address delivery issues in a school setting; (3) preparing social
workers to deliver the evidence-based intervention with fidelity; (4)
evaluating the fidelity and outcomes of the implementation of the
evidence-based intervention; and (5) addressing issues of sustainabil-
ity or continuous quality improvement of the evidence-based inter-
vention. The paper concludes with a section on lessons learned from
piloting an adaptation of an evidence-based intervention in a real
world setting.
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INTRODUCTION

Depression is a significant problem for adolescents,
with up to 8% of adolescents in the USA experiencing
depression (Collins et al. 2004). Adolescent females
are twice as more likely to experience depressive
symptoms than adolescent males (Crisp et al. 2006).
Adolescents with or at risk of depression, if untreated,
are more likely to experience negative outcomes such
as social withdrawal, poor academic performance,
drug use, lowered self-esteem, suicide and increased
risk of other psychiatric disorders (Angold & Costello
1993; Arias et al. 2003; Clarke et al. 2003). In addi-
tion, many adolescents in the USA who experience
depressive symptoms or depression do not receive
mental health treatment because of fear of stigma or
lack of access to treatment (Collins et al. 2004). For
those adolescents who do receive treatment, the ser-
vices are usually provided in the school setting (Burns

et al. 1995). Catron and Weiss (1994) reported that
98% of youth referred to school-based mental health
workers received services, although only 17% of stu-
dents referred to clinic-based mental health services
received treatment. Although schools may represent
an ideal location for delivering mental health services
and increasing access to mental health treatment for
adolescents, many school social workers and school
mental health providers are not trained or supervised
to deliver evidence-based interventions that may
result in more positive outcomes for these adolescents.
Zins et al. (2004), in their review of school-based
interventions, found that a majority of the interven-
tions delivered to youth with emotional or behavioural
problems in a school setting were not empirically
based. In addition, the interventions with the stron-
gest evidence are often not easy to implement in a
school-based setting. This paper highlights how two
middle schools and an alternative high school adapted
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an evidence-based cognitive–behavioural therapy
(CBT) group intervention for adolescents with or
at risk of depression. The pilot evaluation study
conducted to assess the adapted intervention is also
presented.

THE PROCESS

Chinman et al. (2004) identified 10 steps to selecting
and implementing evidence-based interventions to
maximize positive outcomes. These steps included:
1. choosing which problem(s) to focus on;
2. identifying goals, target population, and desired
outcomes;
3. finding existing programmes and best practices
worth copying;
4. modifying the programme or best practices to fit
your needs;
5. assessing capacity to implement the programme/
intervention;
6. making a plan for getting started;
7. evaluating planning and implementation;
8. evaluating programme’s success in achieving
desired results;
9. making a plan for continuous quality improve-
ment; and
10. considering how to keep the programme going if
it is successful.

For this paper, the steps identified above have
been collapsed into the following key components:
(1) reviewing the literature and selecting the
evidence-based intervention with the greatest chance
of success in the school environment; (2) adapting
the evidence-based intervention to address delivery
issues in a school setting; (3) preparing social
workers to deliver the evidence-based intervention
with fidelity; (4) evaluating the fidelity and outcomes
of the implementation of the evidence-based inter-
vention; and (5) addressing issues of sustainability or
continuous quality improvement of the evidence-
based intervention.

Reviewing the literature and selecting the
evidence-based intervention

Because of the number of students who had requested
services from school social workers at the two middle
schools and the alternative high school for high levels
of depressive symptoms, the school-based health and
wellness clinic administrator and school social
workers decided to explore evidence-based interven-
tions that have demonstrated positive outcomes for

this population. Students seeking school-based mental
health services for depression were in part caused by
the ease of accessibility as the mental health services
were provided within the school-based health clinic. It
is important to note that the motivation to implement
an evidence-based intervention was initiated by the
school social workers. An evaluation project team that
involved the school social workers, a supervisor who
had expertise in delivering CBT interventions, the
administrator of the school-based health clinics and
an evaluator was formed.

Data from meta-analyses of randomized controlled
trials supported the use of CBT in the treatment of
adolescents with depressive symptoms (Munoz-
Solomando et al. 2008). In addition, in a review of
school-based interventions studies for students with
or at risk of depression, Hilt-Panahon et al. (2007)
found that CBT had the strongest evidence base for
reducing depressive symptoms with moderate to large
effect sizes. Knowing that the CBT evidence-base was
strong for treating adolescents with depressive symp-
toms, the evaluation study project team examined
those studies that had specified treatment components
and could be adapted to a school-based setting in
more detail. Fixsen et al. (2005), in their review of
implementation research, found that interventions
that had clear identifiable components known and
defined are more readily able to be adapted and
implemented in different settings. During this explo-
ration phase, it was important to consider the context
in which the intervention would be delivered. In this
situation, the following factors also influenced the
selection of the evidence-based intervention that
would be implemented: (1) the feasibility of delivering
the intervention in the school during the school day;
(2) the level of training and supervision needed to
deliver the intervention; and (3) whether the interven-
tion could be delivered in a group format.These were
important considerations as delivering the interven-
tion during the school day would increase access to
the intervention for all students, the training needed
to be easy to implement as there are multiple compet-
ing demands on the school social workers’ time in
addition to delivering any evidence-based interven-
tions, and because of the limited staffing at the school
clinics, a group format would allow the school social
workers to reach more students in need of the inter-
vention.

The evaluation project team secured funding from
the State Community Mental Health Department to
pilot an adapted, evidence-based CBT group inter-
vention to be delivered in the school setting, to
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conduct an initial evaluation of the intervention and to
develop a supervision manual that could facilitate
replication in other school-based settings.

Adapting the evidence-based intervention to address
delivery issues in a school setting

The two middle schools and the alternative high
school where this intervention was delivered had
school-based health and wellness clinics, and the
social workers were based in these clinics. The clinics
provide free health and mental health services to
youth in the schools. The school-based health and
wellness clinics are funded through grants from the
state and participating school districts. The schools
had a high concentration of adolescents living in
impoverished conditions, and over half of the adoles-
cents lived in families that had health services through
Medicaid (the public assistance medical insurance). It
is important to mention that the adolescents at these
schools viewed the school-based health and wellness
clinics positively, and over 80% of the students had
used the services of the clinic at some point during an
academic year for physical or mental health concerns.
Receiving mental health services and group interven-
tions at the school-based health and wellness clinics
did not carry the stigma often associated with access-
ing mental health treatment. In addition, most of the
adolescents at these schools – if referred to specialty
mental health services outside the school – would
often not follow through with getting treatment.

The Adolescent Coping with Depression interven-
tion developed by Clarke et al. (2001) was selected
for adaptation and implementation. This intervention
was based on their randomized studies using CBT in
a group format with adolescents experiencing depres-
sion (Clarke et al. 1993, 1995). The group interven-
tion was delivered in a clinic setting and involved
education activities, role playing exercises and home-
work assignments to help adolescents use the CBT
skills in coping with depression. The groups were
comprised of four to eight adolescents. The interven-
tion manual describes the 16-week group interven-
tion. Each session lasted 2 hours each. The
intervention used a fixed group format and the
groups were of mixed gender. The adolescents in
the groups were between the ages of 13 years and 18
years. Seventy per cent of the adolescents who par-
ticipated in this clinic-based group intervention
showed significant improvement in their depressive
symptoms at the end of the group sessions and at a
12-month follow-up measurement point (Clarke et al.

2001).The intervention manual was online and acces-
sible, with permission given by the developers for
social workers and other mental health professionals
to use the manual for work with adolescents.

In reviewing the intervention, it was clear that
the intervention addressed the core cognitive–
behavioural components identified in meta-analyses
as critical components for successful CBT outcomes.
These components included cognitive restructuring,
problem-solving, pleasant activity scheduling, the tri-
partite model of emotions and mood spirals. The
intervention manual provided group leaders the
didactic materials needed to address each of the CBT
components, exercises that could be used during the
sessions to reinforce the learning of the CBT compo-
nents and homework assignments that further rein-
forced the change efforts for participants.

The intervention needed to be adapted from the
clinical-based model to a school-based model. It was
not feasible for the school-based social workers to
secure a 2-hour time period during the school day to
deliver the model as developed by Clarke et al. (2001).
In addition, the 16-week session format was too long
and did not fit well into the class rotation structure.
The adaptation to a school setting would result in
having less time per group intervention session and
fewer sessions than the manual prescribed. In consul-
tation with the school administrators and teachers,
the evaluation study project team determined that the
delivery of the group intervention needed to be
limited to 45-minute sessions (to parallel the class
structure in the school) and be delivered over 9 weeks
to parallel the school calendar cycle. This was a sig-
nificant change for the clinic-based model and the
results might be significantly compromised.The team
was aware that by modifying the intervention, there
was a risk that the outcomes may not be the same as
what was achieved in the randomized trials of this
CBT group intervention. It is similar to baking a cake
but not including the sugar or flour; the modifications
might not result in the hoped-for outcomes.

The clinic-based intervention components were
reviewed by the supervisor with CBT expertise and
the evaluator to determine how the critical compo-
nents from the research could be maintained in this
adapted model. A school-based intervention manual
was developed that included the critical CBT compo-
nents from research (cognitive restructuring,
problem-solving, pleasant activity scheduling, the tri-
partite model of emotions and mood spirals). The
session exercises were modified to address the shorter
45-minute sessions (instead of 2-hour sessions in the
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original manual). Each group session had a team-
building exercise, a CBT lesson, an activity to dem-
onstrate the skill acquisition in group and a homework
assignment that highlighted the learning in the group.
This was the same format as the original intervention.
The flow of the introduction of CBT components also
remained the same. The change or adaptation in the
school-based intervention was that each session did
not have all the exercises that helped adolescents learn
and practise the CBT skills, and the intervention was
briefer. In addition, the components not identified
through research as critical to the change in the clinic-
based manual were not kept in the adapted model
(e.g. family component, socialization exercises). The
approach to identifying the exercises to support the
learning of key CBT components for each session
centred on reviewing all the exercises in the original
intervention manual and identifying those exercises
that could be adapted effectively in a briefer session
and that would capture the key components best. Pre-
and post-group measures were developed to ensure
that core components identified for a particular group
session were covered. A supervision manual was also
developed that was linked to the adapted group inter-
vention manual. This process of reviewing the clinic-
based model and adapting the model for the school-
based setting took place over 3 months and involved
piloting components to see if the changes were appro-
priate. Table 1 provides the key themes covered at
each session for the adapted intervention model.

Preparing social workers to deliver the
evidence-based intervention with fidelity

Once the intervention had been adapted, the supervi-
sion and training by the CBT expert prior to imple-

mentation was initiated. The funding from the grant
provided the necessary resources to train the school-
based social workers in the evidence-based CBT prac-
tice. The supervision and training was delivered in a
mentorship-style group format and was provided on a
weekly basis during the initial training time and then
twice monthly for one or two hours each time once the
initial CBT groups were implemented. This mentor-
ship supervision model was also supported by grant
funds. One of the challenges that school-based social
workers experience is often not having the resources
to secure adequate, ongoing supervision. The school-
based social workers who participated in the project
operated out of different school clinics and usually
would not have had a chance to meet with each other
to engage in training and supervision activities. The
mentorship supervision model supported the school-
based social workers in connecting with each other
and providing each other ongoing support during the
training and implementation phase.

The training focused on the development of direct
cognitive–behavioural practice skills and group inter-
vention skills. The supervision and training process
included all the clinic-based CBT educational com-
ponents, clinical case discussions, demonstrations and
role-plays. The pre-group didactic information on
CBT included the cognitive model of depression; the
tripartite model of emotions, monitoring and base-
lining; behavioural activation techniques; cognitive
restructuring; and coping self-statements. The pre-
group supervision also addressed school-based issues,
including establishing criteria for referral to the CBT
groups, reviewing the manual and practising imple-
mentation of each group session. The pre-
implementation phase took 3 months before the social
workers were ready to implement the CBT groups.
Once the CBT groups were implemented, the super-
vision changed to focusing more on fidelity to the
intervention and addressing any challenges in deliver-
ing the intervention as adapted. Table 2 provides the
format for the mentorship supervision and training
approach used.

Evaluating the fidelity and outcomes of
implementing the evidence-based intervention

Evaluating the fidelity and outcomes of the adapted
school-based CBT depression group intervention
involved several steps. According to Blasé and Fixsen
(2005), measuring fidelity involves assessing if the
pre-conditions for implementing the intervention
have been met, ensuring that the practitioner uses
intervention processes prescribed by the practice and

Table 1 Adapted depression group cognitive–behavioural
therapy session outline

Session 1: Depression and social learning: tripartite model
of emotion and mood spirals

Session 2: Depression, self-observation and change: starting
conversations

Session 3: Self-observation and change: baseline study of
pleasant activities and relaxation

Session 4: Learning how to change: examining baseline
information and goal setting for pleasant activities

Session 5: Pleasant activities, self-rewarding, and
conversation skills

Session 6: Changing your thinking
Session 7: Power of positive and accurate thinking
Session 8: Changing negative thinking to accurate thinking
Session 9: Disputing irrational thinking, maintaining gains

and termination
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demonstrating that the practitioner has the level of
skill needed to deliver the intervention as prescribed.
The context issues and pre-conditions for implemen-
tation had been addressed in the pre-implementation
supervision process with the social workers. The
school-based social workers met with teachers indi-
vidually and at staff meetings to talk about the inter-
vention and to seek the teachers’ feedback about when
the best times would be to deliver the intervention
during the school day. In addition, the school-based
social workers shared the information about the inter-
vention at parent–teacher meetings for feedback and
through a newsletter. The school administrators sup-
ported the implementation of the group intervention
during the school day and viewed the intervention as
important for the well-being of students in the school.
The necessary approvals and buy-ins from the school
administration and teachers had been secured. Imple-
mentation fidelity measures were developed that
focused on determining if the social workers delivered
the intervention in the way that was intended and
assessed whether the students learned the critical
components of CBT taught in each session. Using the
mentorship supervision model, the social workers met
prior to each group session with the supervisor to
review the session components and to practise the
skills needed to deliver the CBT components for that
session. After the group session, the social workers

debriefed the group session with the supervisor and
identified any areas where the social workers might
have deviated from the group session structure. The
biggest challenge to fidelity identified by the social
workers in the supervision sessions was that many
times the students were delayed in arriving for the
group session so the team-building exercises needed
to be shortened to allow for adequate time to cover the
critical CBT components. To monitor that students
were learning the critical CBT components in each
session and to ensure that content from the previous
sessions was covered in the assignments, a pre- and
post-session knowledge quiz was given and homework
assignments were reviewed.

The pilot evaluation of the school-based CBT
depression group intervention involved pre- and post-
group measures and a 6-week follow-up measure.The
purpose of the key questions for the evaluation was to
determine if a modified school-based CBT depression
group intervention delivered during the school day
would decrease youth depressive symptoms and
would improve school engagement and peer relation-
ships. Parents provided their written consent for their
adolescents to participate in the groups, and the ado-
lescents signed assent forms.The evaluation study was
approved by the Institutional Review Board at the
university where the evaluator was based. In the two
middle schools, parents of the adolescents were

Table 2 Mentorship supervision and training approach

Pre-implementation cognitive–behavioural therapy (CBT) training and mentorship supervision sessions:
1. Didactics related to cognitive–behavioural and social learning theory

a. Classical and operant conditioning models
b. Cognitive model of depression
c. Tripartite model of emotions and mood spirals

2. Didactics related to interventions directed at pleasant activity scheduling and behaviour change
a. Monitoring and baselining: the benefits of self recording and data collection to facilitate and monitor change
b. Behavioural activation techniques
c. Progressive muscle relaxation

3. Didactics related to interventions directed at thoughts and beliefs
a. Thought identification, connections to feelings and actions
b. Identifying cognitive distortions and negative thinking
c. Cognitive restructuring and coping self-statements
d. Identifying and challenging dysfunctional beliefs

4. Case presentations and discussions
5. Role play and practise of CBT techniques
6. Readings and self study
7. Addressing buy in from teachers, parents and students
8. Adapting the group intervention to support delivery during the school day in nine sessions
9. Establishing criteria for inclusion in group and the referral process

Implementation and ongoing supervision sessions:
1. Assess previous week’s CBT groups session
2. Evaluate treatment adherence and fidelity by the school based social worker
3. Review adapted intervention manual and prepare for upcoming group session
4. Practise CBT strategies, role play, demonstration and troubleshoot
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interviewed prior to entering the CBT group inter-
vention using standardized instruments to assess their
perceptions of each adolescent’s level of depression
and the adolescent’s functioning in school, at home
and with peers. Information was also obtained from
parents about the adolescent’s mental health service
use. All the adolescents completed pre- and post-tests
of depression measures as well as measures that
assessed peer relationships and school engagement.

Adolescents were referred for the school-based
CBT depression group intervention by teachers,
parents, student self-referral and other school person-
nel. The social workers completed the depression
assessment and evaluation protocol forms to deter-
mine if the student was appropriate for the school-
based CBT depression group intervention. The
measures used in the pilot evaluation were brief stan-
dardized measures and could be maintained in
ongoing practice with little modification if the evalu-
ation outcomes for this adapted CBT group interven-
tion were positive. Using instruments that the social
workers would find useful in their everyday practice
once the project was completed was an important
consideration in the selection of measures.

The 27-item, self-report Child Depression
Inventory (CDI) (Kovacs 1992) was used to measure
depressive symptoms in the adolescents in the two
middle schools. Each item on the CDI gives the ado-
lescents three possible responses. The CDI norms
were based on a sample of public school students in
the USA. The Beck Depression Inventory II (BDI II)
(Beck et al. 1996) was used to measure depressive
symptoms in the adolescents at the alternative high
school.The BDI II contains 21 questions and is also a
self-report instrument. The BDI II is composed of
items relating to depressive symptoms. The CDI and
the BDI II has high levels of internal consistency and
test–re-test reliability. The social workers had already
been using these measures in their individual therapy
work.

Because this was a school-based population, the level
of depressive symptoms ranged from mild to moderate
for adolescents referred to the school-based CBT
depression group intervention. At the alternative high
school, the students referred to the group intervention
tended to have higher levels of depressive symptoms
than did the adolescents in the middle schools.

Parents reported on the adolescent’s functioning
using the Columbia Impairment Scale (CIS; Bird
et al. 1993). This scale assesses the adolescent’s func-
tioning across key domains (e.g. school, peers,
parents, siblings) and could be done by telephone.

The item responses were from 0 (no problem) to 4 (a
very bad problem). The 13-item scale ranged from 0
to 52, with a cut-off score of 15 or higher, indicating
impairment.The scale was formed from a community
sample of parents with youth ages 9–17 years in the
USA. In addition to these standardized measures,
students were also asked questions that focused on
school engagement and peer relationships.Teachers in
the middle schools provided pre- and post-
information on the adolescent’s school performance
and interactions in the classroom.

THE RESULTS OF THE PILOT
EVALUATION

A total of 60 adolescents participated in the school-
based CBT depression groups. Fifteen of the adoles-
cents were from the alternative high school. A majority
of the adolescents who participated were white (33%
were black). More female adolescents than male ado-
lescents participated in the groups. This is consistent
with the epidemiological data that suggests that more
adolescent females experience depression than adoles-
cent males. The age range for the adolescents who
participated in the groups was 11–18 years.The older
adolescents were at the alternative high school. Each
school-based CBT depression group was comprised
of five to seven students, consistent with the original
clinic-based model. The groups used a fixed format
where no new students were added once the group
began. The students had high levels of attendance at
the group sessions as the group sessions were held
during the school day and did not interfere with other
classes or outside school commitments. Attrition was
very low with only a couple of students leaving the
groups caused by moving out of the area.The pre- and
post-student knowledge checks at each group session
indicated that the group intervention was being deliv-
ered with fidelity.

The adolescents from the middle schools reported
moderate levels of depression (CDI Mean = 30.64,
standard deviation [SD] = 11.02) at the start of the
school-based CBT depression groups. Parents of the
middle school adolescents reported that their adoles-
cents had moderate functioning difficulties in school
and with friend and family relationships (CIS Mean =
20.70, SD = 9.08) prior to joining the school-based
CBT depression groups. The adolescents from the
alternative high school also reported moderate levels
of depression at the start of the school-based CBT
depression groups (BDI II Mean = 19.5, SD = 9.08).

After the 9-week school-based CBT depression
group was completed, adolescents at both the middle
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schools and the alternative high school reported sig-
nificant decreases (P < 0.01) in depressive symptoms.
In addition, there was a significant difference (P < 0.01)
between pre- and post-measures on the negative mood,
anhedonia and self-esteem sub-scales of the CDI for
the adolescents in the middle school. A pre- and post-
test mood instrument was also given that had been part
of the original manual. There was a significant differ-
ence (P < 0.05) in the pre- and post-test mood scores
for the adolescents in the middle school and in the
alternative high school.Teachers in the middle school
reported improvements in class participation and
attendance while the adolescents were attending the
school-based CBT depression group sessions. Teach-
ers shared that students who participated in the groups
completed homework assignments more and earned
better grades. Students at the middle schools and the
alternative high school did not report any major
changes in their relationships with peers.At the 6-week
follow-up measurement, the adolescents still reported
positive changes and improved mood but the difference
was no longer significant. There were no significant
differences noted between the older, high school ado-
lescents and the younger, middle school adolescents
on depression measures. Differences based on race/
ethnicity and gender was also not significant.

Qualitative comments from the students at the end
of the school-based CBT depression group sessions
indicated that they had found the group sessions to be
helpful and would recommend the group to other
students. In fact, several students commented that
they found friends in the group and that they wished
the group would continue. Students at the end of the
group were able to identify at least one adult whom
they could talk with when they were feeling down or
depressed. This question was asked post-group inter-
vention as the literature suggests that having an adult
to confide and talk with helps students who are coping
with depressive symptoms (Auger 2005). Students
could label the core cognitive–behavioural compo-
nents taught during the group sessions, and many had
used the techniques outside of group sessions to help
them cope with their feelings of depression. This was
still true at the follow-up measurement point.

Addressing issues of sustainability or continuous
quality improvement of the evidence-based
intervention

It is too early to look at sustaining this adapted, school-
based CBT depression group intervention as more
work still needs to be done in determining if the positive

outcomes can be stabilized post-group intervention.
This pilot evaluation showed some positive results with
the adapted, evidence-based CBT depression group
intervention immediately after completing the group
sessions. The one area that continues to need to be
addressed is how to ensure that the changes made
during the group sessions are maintained at follow-up
times. Because the adapted model was delivered in a
briefer time period and with less time for the interven-
tion at each session than the original clinic-based
model, it makes sense to think about adding booster
sessions every month for the first 3 months after the
group has ended in order to maintain the gains
achieved in the group.As part of the continuous quality
improvement activities, the information gathered from
this pilot evaluation would be incorporated in the next
evaluation of the intervention.

In terms of sustainability, the intervention has been
converted into a manual or rather, ‘manualized’; the
supervision manual has been developed and the inter-
vention is easy to implement. The social workers are
motivated to follow the manual and there are pro-
cesses in place to help them note if they drift from the
prescribed interventions. The supervision mentorship
model provided opportunity for consistent feedback
to the school social workers about their performance
in delivering the adapted school-based CBT depres-
sion group intervention. At this point, the supervisor
with CBT expertise will continue to provide supervi-
sion in a group format, in order to ensure fidelity with
the goal of transitioning supervision to the school
social workers for new workers or for changes in the
core trained staff.

Fixsen et al. (2005) identify the need to have indi-
viduals or a group of individuals named as ‘purveyors’
in order for the implementation of evidence-based
practices to occur with fidelity. In this current project,
the evaluation study team served in this role. The
evaluation study team actively worked to ensure that
the school social workers remained engaged in this
process and willing to deliver a ‘manualized’ interven-
tion. Using a manual that prescribes what happens in
each group session and staying on task were new to
the school-based social workers. At this point, the
school social workers have transitioned into being the
purveyors for this adapted school-based CBT depres-
sion group intervention.

LESSONS LEARNED

In spite of the fact that the adapted, school-based
CBT depression group was delivered in fewer sessions
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and in less time at each session, there was a significant
change in depressive symptoms for adolescents who
completed the group sessions. In this adapted model,
the adolescents were able to learn the core cognitive–
behavioural skills to assist them in coping with symp-
toms of depression. The qualitative data at follow-up
did indicate that the adolescents were using the skills
taught in the school-based CBT depression group,
but the standardized measures did not show that the
decrease in depressive symptoms noted at the end of
the intervention had been maintained. Working on
adding booster sessions and check-in points to the
adapted model for these adolescents after completion
of the group may result in having similar outcomes at
12 months as the clinic-based model. This adapted
model, although it fits well into the school-based
setting, did cut out significant material and exercises
from the clinic-based model, and being able to prac-
tise the skills more over time will need to be addressed
in the next evaluation study of this adapted model.

The mentorship group supervision model was suc-
cessful in teaching the social workers the skills they
needed to deliver the CBT depression group interven-
tion with fidelity. In order for change to occur, the
training of practitioners needs to be done over time
and reinforced through fidelity checks. The social
workers who were trained in this adapted, school-
based CBT depression group intervention began to
use this same model in individual sessions with stu-
dents who presented with depressive symptoms. The
evaluation study team began to also measure the
changes for pre- and post-intervention for those
adolescents who received the individual-adapted CBT
depression intervention. The results were similar to
the group intervention. There were significant differ-
ences in mood, depressive symptoms and coping skills
for these adolescents as well at the end of treatment.
The group model is still preferred by the school-based
setting as more students can be reached through this
approach, and access to mental health services will be
increased.

Moving the evidence-based clinic model to the
school-based setting with fidelity involved significant
time in the development of the adapted group and
supervision manual. It is not easy for most practitio-
ners working in school-based settings to secure the
time needed to obtain training and to receive the
ongoing supervision by a CBT expert. Schools that
want to implement and adapt evidence-based prac-
tices need to have administrative and funding sup-
ports to engage in this change in practice effort. This
current project had funding for the first 2 years but the

evaluation project team continues to meet to refine the
adapted model. Delivering the adapted evidence-
based model in a ‘real world’ setting did improve
access to services for the targeted population and did
create an environment in the school-based settings for
exploring additional evidence-based interventions to
improve mental health services delivered to students
during the school day.
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